Introduction
The Cassel Hospital is a therapeutic community based in a beautiful 18th-century mansion in the village of Petersham in Surrey. It is funded entirely by the National Health Service, at present through Riverside Health District.
In this ideal setting, chronically and severely disturbed neurotic patients, who have typically proved resistant to other physical and psychotherapeutic approaches, participate in an analytically oriented treatment programme. Patients are admitted to a single-adult, adolescent or family units for periods of 9 months to 2 years. Those admitted to the singleadult unit, the location of this study, receive individual sessions from experienced psychotherapists supervised by a senior psychoanalyst, twice-weekly psychoanalytic groups, individual discussions with their nurses and daily patients' meetings. There is emphasis on the practical aspects of living together. One unique feature is complete separation from the hospital at the end of treatment with no follow up; anticipatory grieving in preparation for discharge forms part of the therapy. All elements of the treatment are totally integrated, and multiple transferences are interpreted. This ensures that the institution does not collude with the patient's schizoid defence of splitting. It is hospital policy to encourage liberal visits from friends and relatives and, in the later stages of treatment, part-time paid employment.
This study of the outcome and economic benefits of inpatient psychotherapy began in 1976, and data collection was completed during 1984,when patients who had been discharged in 1979 were followed up. Data on predictors of outcome at discharge have already been published I. A detailed account of changes at five-year follow up, and details of the economic analysis, will each be published separately. In this paper we present a summary of data leading to predictive models of both immediate and longer-term outcome as measured by global rating.
Background
The work is best understood in the context of psychotherapy research in the previous 25 years, starting with the pessimistic reaction to Eysenck's paper on spontaneous remission", which stimulated research on the measurement of outcome. Brief (30-100 session) focal dynamic psychotherapy was evaluated at the Tavistock Clinicj-" and longer-term, extensive outpatient and inpatient psychotherapy at the Menninger Clinic'. Both these projects were uncontrolled and tested hypotheses about the characteristics of patients who improved and their experiences of treatment. They led to the important conclusion that careful clinical judgments can be quantified as reliably as biological and physical parameters. This is a fundamental assumption of the work reported in this paper.
A watershed in psychotherapy research occurred with the publication of a feasibility study for a randomized controlled trial of outpatient psychotherapy at the Maudsley Hospital and the Tavistock Clinic", This concluded that such a trial was not yet feasible on both clinical and ethical grounds. Thereafter, outcome research took one of two contrasting approaches. One approach consisted of a somewhat artificial, randomized controlled trial of the outcome of very brief therapy, usually lasting for between 8 and 12 sessions 7 -10. The alternative was a more naturalistic uncontrolled study of the process of longer psychotherapy and the characteristics of patients who improve ll • 12 • Studies of the first type have the advantage of yielding results which can be interpreted with greater ease and confidence, and are acceptable to clinical scientists in other fields. Studies of the second type yield results which are more clearly relevant to practice and may be more acceptable to psychotherapists. The ultimate logistic and ethical challenge is a naturalistic but controlled study of longer-term extensive therapy, combining the advantages of both approaches. The project described here was of the naturalistic type, and consisted of a comparison of the costs and benefits of more and less successful treatments and the characteristics of patients and therapies which are correlated with immediate and long-term outcome. The study complements earlier work at the Cassel Hospital including postal surveys of outcome by Ross'? and by Rayner and Helm (unpublished), a study on the costs of neurotic illness!", and a survey of reduced drug usage following admission to the hospital I s.
Methods

Hypotheses
The principal hypothesis was that patients who are judged to have· improved after inpatient psychotherapy can be identified at assessment. Four subsidiary hypotheses were concerned respectively with assessment at admission and at triage one month later, and with outcome at discharge and after a further five years. These subsumed a large number of specific hypotheses about the predictive power of individual characteristics of patients and their therapy, which are listed in Table 1 .
Sample
The sample ( Figure 1 ) consisted of all the 28 patients selected for admission to the adult unit from the 380 accepted for the various outpatient and inpatient programmes at the Cassel between October 1977and December 1978. These 380 represented 50% of all referrals. All patients had personality problems and had received other psychiatric treatment as inpatients or outpatients prior to referral. In addition, the majority were suffering from formal psychiatric illness. The criteria for admission were: too disturbed for outpatient psychotherapy; able to express some feeling and fantasy and to use interpretations for achieving insight; sufficient ego strength to tolerate intensive analytic treatment; too old for adolescent unit; single or unsuitable for admission to 'family unit; no evidence at initial assessment of significant neuropsychiatric disorder.
Design
Part I of the project, up to discharge, was retrospective, and Part II was prospective, Patients' characteristics were rated at admission, triage, discharge and 5-year follow up. In Part I, global ratings of outcome were made by a clinical team of 5 raters and patients' characteristics were rated independently by 2 therapist researchers, with the aim of reducing observer bias whilst retaining natural conditions: this was termed the 'clinical study'. Outcome was also rated by the 2 therapists in a separate exercise, which was termed the 'open study'. To minimize bias, a blind observer with no prior knowledge of the patients also rated their characteristics at assessment using the clinical notes: this was termed the 'blind study'. In the 5-year follow up, an assessment was made by one member of the original clinical team, one of the original 2 therapist raters, and a new rater who was blind to all hypotheses and previous findings. Patients' self-ratings were also recorded.
The economic analysis consisted of a comparison of the estimated lifetime profiles of earning before and after treatment based on admission and follow-up data. Assumptions were made on the basis of clinical and social histories about the stability of patients' employment. Reductions in the use of health services were not costed, since a conservative estimate of economic benefit was intended and transfer payments were not included in the calculation.
Measurements
At admission, factual data were recorded about patients and their psychiatric histories as shown in Table 1 . Information included 14 characteristics such as age, sex, occupation and marital status, together with clinical data on length of illness, previous treatment, suicide attempts and problems of addiction. In addition, 11systematic clinical judgments were made covering ICD diagnosis, depression and anxiety, motivation, predicted outcome and quality of interaction with the assessor. Patients' psychopathology was also classified as neurotic, borderline or psychotic. The clinical criteria for borderline classification corresponded to Kernberg's criteria of identity diffusion and primitive defence mechanisms with preservation of reality testing. At triage, the judgments were repeated and supplemented by 10 ratings of aspects of patients' use of various types of therapy. At discharge, all judgments were repeated and ratings were also made of grieving and practical preparations for leaving the community. Outcome was rated on a five-point scale varying from O=no improvement to 4 = cured.
In the five-year follow-up interview, factual data were brought up-to-date, all admission judgments were repeated and patients provided ratings about themselves at follow up and as they remembered themselves at discharge 5 years earlier. The interview began with an unstructured dynamic assessment followed by standardized instruments to measure psychiatric morbidity, depression and anxiety, mental state, social adjustment and recent life events. These included the 60-item General Health Questionnaire l 6 ; Present State Examination (PSE)17;subscales of the Wechsler Adult Intelligence Scale (WAIS); the Montgomery-Asberg Depression Rating Scalc'": the Leeds Scale of Depression and Anxiety I 9; and the Health-Sickness Rating Scale (HSRS)20. Patients were also asked about help they had received since discharge and their assessment of the benefits they had obtained from their stay at the Cassel. The interview, which was tape-recorded, lasted for about four hours. If patients refused interview both at the hospital and at home, the research team accepted questionnaire responses supplemented by telephone or written narrative.
Analysis ofdata
Patients were divided into groups according to their global outcome ratings at discharge and follow up (Figure 1) . No. of patients % In Part I patients were divided into a dropout group (Do) whose outcome was not scored, a more successful group (So) scoring at least 2, and a less successful or failed group (Fo) scoring 0 or L An analysis was performed on the sensitivity of the conclusions to the identity of the observer who provided the data.
At follow up, patients were divided in the same way into two groups, successes (SF)and failures (FF).The SFpatients were divided further into early successes (SO/SF) and late successes (FO{SF) . No patients could be identified as delayed failures (SO{FF). Data obtained from the open and blind observers were again compared.
The data were mainly nominal or ordinal, save for age, length of waiting time and stay, and IQ which were cardinal. The following analyses were performed: (1)Fisher's exact probability tests for each patient characteristic and process variable compared with the principal measures of outcome, and results were considered significant if P < 0.05; (2) fitting decision rules by trial and error to find the best predictive model for outcome at discharge and follow up;
(3) economic analysis of brief biographies from data collected at 5-year follow up.
Results
Qualitative
The impact of the follow-up procedure cannot be underestimated. The patients had all experienced some trauma at the absolute separation from the Cassel and were upset by being contacted 5 years later. The research team experienced ethical dilemmas in deciding how far to persuade patients to participate in follow up and decided not to put any pressure on people who showed ambivalence. As a consequence, only 23 of the 26 available patients were interviewed. Limited information was obtained by questionnaire or telephone about 3 others and about one patient who had emigrated and one who had died. Patients who made earlier contact tended to be those who were rated as the greater successes at follow up, although some of these had been amongst the most conspicuous failures at discharge.
On admission the patients were a chronic, incapacitated, dependent and isolated group of people ( Table 2 ). One common asset was their intelligence, since no patient was below average and the majority were bright or superior in intelligence. Their descriptive and dynamic diagnoses at initial assessment are shown in Table 2 and descriptive diagnoses at follow up are shown in Table 3 Quantitative Properties of measures: With regard to reliability, there was high inter-observer agreement for judgments about patients' characteristics, global rating of outcome at discharge and at follow up (80%) and HSRS at follow up (Spearman's rho 0.8, P<O.Ol). Some inter-observer discrepancies were found between the blind and open assessors in the discharge study, notably in the rating of depression1. In the follow-up study, this mood scale was subdivided to create scales of 'depressive depression' (a sense of loss) and schizoid depression (anger and emptiness) which were rated more consistently.
Criterion validity was established for the following clinical ratings:
No patient met the criteria for a probable psychiatric case (1) Intelligence: high agreement between the blind observer's rating at follow up and the WAIS, especially with verbal scale (P<0.05).
(2) Depression: agreement with the Montgomery-Asberg Scale for overall and for schizoid depression (P<0.05). in all but one case. Eleven of the 12 unequivocal successes at discharge were rated as unequivocal successes at follow up by the 3 research observers and the patients themselves; the other patient was rated as a success by 2 ofthe 3 observers and is here treated as a success.
Six patients, who did not meet the admission criteria defined in Figure 2 , had improved at follow up. The final observer-rated success rates were 30% for borderline and 70% for neurotic patients at follow up. Twenty-four patients provided self-estimates, 18 (75%) rating themselves as successes compared with 14 of these 24 (58%) rated as such by the team of observers.
A study of the clinical records of the delayed successes revealed that they all had relatively long waits for admission. Some of the long-term failures had waits of less than one month and some of only a few days. By contrast, the 2 late successes who were originally dropouts waited 7 and 5 months respectively. The ratings of patients' characteristics at admission showed no statistical association with time spent on the waiting list.
These results led to a modification of the decision diagram as shown in Figure 3 . Patients who did not have a long wait for admission, but whose outcome we speculate might have been improved by a longer wait, are underlined. Time on the waiting list also correlated with the following ratings of state at follow up:
Outcome at discharge: Twelve patients were judged unequivocally to be successes at discharge (Group So). Two others were rated as successes by therapists (open study) but not by the clinical team (clinical study). There were thus 8 patients rated as a failure by at least one observer (Group Fo) in addition to 8 dropouts and early discharges (Group Do).
Outcome was correlated with two process variables, namely length of treatment (positive) and change of therapist (negative), and with a number of patient variables rated at admission in the open and clinical studies.
Patient characteristics which correlated with improvement at discharge were as follows: (1) descriptive diagnosis -phobic or depressive neurosis:
(2) psychopathology -neurotic; (3) depressionconsiderable; (4) intelligencesuperior or exceptional; (5) history of outpatient treatment -minimal; (6) previous psychotropic medication -none; (7) previous illegal use ofdrugs -none. The results of the blind study were consistent with those of the open and clinical studies save for the ratings of depression, but non-significant trends (P < 0.1) were noted rather than statistically significant associations.
Sixty percent of neurotic patients and 10% of the others were rated as improved at discharge. A set of decision rules was derived ( Figure 2 ) which correctly identified all but one of the successes with neurotic psychopathology but only 2 of the 4 successes with borderline features, by combining admission ratings of psychopathology, depression, intelligence and outpatient history. Motivation at triage was a predictor of outcome at discharge, but depression ratings at this time were not discriminative. 
Discussion
It is not possible to draw firm conclusions about the cost-effectiveness of psychotherapy from a study of this design. For this a controlled trial is needed with random allocation to the Cassel, and perhaps to other intensive treatment approaches, and to brief therapy or supportive management. The methodology of such a study would be particularly complex, since patients scatter throughout the country after treatment and compete on different labour markets. For economic analysis, controls are needed who function in the same market conditions, and it is difficult to see how this could be arranged. It appears that some 70% of long-term successes could be identified at admission. These patients represent the 'best buys', since they recover quickly and their productivity increases. However, despite their chronicity and their resistance to other treatment, it is possible that some of these would eventually recover spontaneously. The other 30% whose recovery is delayed tend to be the more disturbed, for whom most treatments are typically ineffective. Those who do well tend to be highly intelligent and to be able to develop supportive relationships. The less intelligent, chronically dependent person with borderline personality organization, who is socially isolated but not depressed, does not respond immediately to the Cassel programme any more than to any conventional psychiatric approach. However, those who wait for admission may show remarkable improvement in the 5 years after discharge.
This study suggests the hypothesis that very few patients who meet the normal criteria for admission should be rejected for treatment. Organic psychopathology should still remain an absolute contraindication for admission. Others who do not meet the criteria for immediate admission should be placed on a waiting list for a minimum of 9 weeks prior to admission.
Delayed success might be the result of either spontaneous recovery or of 'waiting list therapy' in which patients learned to contain their feelings and live in hope. It could even be seen as a response to the paradoxical injunction, 'You are so ill you need long and intensive treatment, but you are well enough to wait for it'. More detailed work is needed before the optimal use of the waiting list can be prescribed. This would entail a prospective controlled trial of the outcome of randomized allocation to immediate or delayed treatment, combined with a study ofpatients' mechanisms of coping during the waiting period.
The duration of treatment also seems to be important. In a previous paper! we suggested that the most severely disturbed patients may be discharged as failures at the very moment when they are becoming accessible to treatment. These might benefit not only from time on the waiting list but also from longer treatment than is needed by less disturbed immediate successes.
